propounded in 1907 but immediately forgotten, states that there is an optimum level of arousal (the important part) which is reduced as the level of difficulty is raised. Thus we cheer on oarsmen engaged in their mindless labour but remain silent at chess matches. The result is that there are two different kinds of human error leading to an accident, those corresponding to a level of arousal that is too low and too high respectively, and progress in accident prevention is unlikely until this distinction is made, since increasing the level of arousal to reduce the amount of one kind may increase the amount of the other. Progress in nephrology was not made until it was appreciated that there were two types of nephritis, the same principle applies in accident prevention.
BRENNIG JAMES Cherry Orchard Marlow Common Bucks SL7 2QP
Gastrointestinal complications of haemolytic uraemic syndrome
We concur with Crabbe and colleagues (December 1990 JRSM, p 773) that gastrointestinal complications are potentially serious problems in children with haemolytic uraemic syndrome (BUS). We recently reported our experience with gastrointestinal complications in 76 children with typical HUS1. Table 1 shows the incidence of the gastrointestinal complications we reported. Many children with typical HUS have peritoneal signs. We routinely use peritoneal dialysis in children with oligo-anuric HUS and have not experienced the same frequency of technical problems reported by Crabbe and colleagues. We recommend the operative placement of a Tenckhoff catheter with omentectomy rather than the use of a percutaneous catheter. During the placement of the catheter, the urologist is able to visualize and assess the colon. Thereafter, the peritoneal dialysate can serve as a 'window' into the peritoneal cavity. Perforation may be evident by the presence of colonic contents in the dialysate. The blood that is present in the dialysate, subsequent to the catheter placement, usually clears within 24 h after the insertion of the catheter. In contrast to Crabbe and colleagues, we find that the dialysate white blood count is a reliable sign of peritonitis.
We do not agree that colonic resection, to remove the source of the verotoxin, is a logical step. There is evidence that the verotoxin is rapidly bound to Gb3 receptors on endothelial cells-. If the receptors are saturated early in the HUS process, removal of the Journal of the Royal Society of Medicine Volume 84 June 1991 383 source of the verotoxin would not be expected to improve the situation.
We agree with Crabbe and colleagues that H 2 receptor antagonists are helpful to minimize the risk of upper gastrointestinal bleeding. We prescribe these medications prophylactically to all children with severe HUS. WM LANE M ROBSON ALEXANDER K C LEUNG
